INTRODUCTION
C olorectal cancer is one of the major medical problems throughout the world [1] [2] [3] . The proportion of proximal carcinomas has increased relative to the distal ones 4 and the protection afforded by colonoscopy in the proximal colon is lower than in the distal 5 . Many studies suggest that the interval carcinomas, which are diagnosed few years after colonoscopy, are more proximal, and whose diagnosis was missed, among various factors, due to the development from superficial lesions 5, 6 . At the same time, endoscopists started to increasingly diagnose non-polypoid or superficial lesions, and Laterally Spreading Tumor (LST) lesions 7 .
In recent years the serrated lesions, which are often superficially elevated lesions, have been subject of much discussion, but there are still some disagreements and difficulties in their diagnosis and characterization by endoscopists and pathologists. Even so, they are now considered important, representing 7.5% to 30% of all colorectal carcinomas according to several authors 8 .
This work, emphasizing the histogenesis of colorectal cancer, aimed to study mucosectomy specimens of superficially elevated lesions of 1 cm or more in diameter, comparing their endoscopic and pathologic features in the distal and proximal colon.
METHODS
The study was retrospective, cross-sectional, observational, in which we evaluated the specimens were resected en bloc and with more than 2.5-3 cm by fragment (piecemeal) mucosectomy.
We stretched the specimens in cardboard with needles and fixed them in 10% formalin. Subsequently, we cut every 2mm, and microscopically examined them with hematoxylin and eosin. We divided the invasion of the submucosa into three levels: sm1, sm2 and sm3.
We histologically classified lesions by the Vienna classification. Lesions with cellular atypia and cytoarchitecture were subdivided in serrated and not serrated, keeping hyperplastic polyps as a separate group.
Finally, evaluations of serrated lesions were reconsidered in accordance with the guidance of the World Health Organization (WHO), including hyperplastic polyps with 1cm or more in diameter as serrated lesions [8] [9] [10] . These, The splenic flexure is considered proximal by some authors 11 and distal by others 12 . In this work, we considered the splenic flexure, descending and sigmoid colon as distal (G1), and the cecum, ascending and transverse colon as proximal (G2).
We described the results of the variables evaluated in the study as frequencies and percentages (qualitative variables When comparing the size of lesions in the distal colon with the proximal one, there was no significant difference (p=0.921). We also show the frequencies and percentage of lesions according to the surface's characteristics at each location. There was no significant difference between the locations of the injury and the surface's characteristics (p=0.575).
For the statistical test, we considered low grade, high-grade and hyperplastic intraepithelial neoplasia. The two cases of carcinoma were grouped with the high-grade intraepithelial neoplasias (Table 2) .
When comparing G1 with G2 lesions, there was no significant difference (p=0.527). Table 3 shows the comparison between non-serrated intraepithelial neoplasias and serrated ones, excluding the hyperplastic polyps (n=13) and carcinomas (n=2).
In Table 3 we divided these 151 lesions in two groups, considering them as serrated and non-serrated and showed the results restricted to lesions with low-grade and high-grade intraepithelial neoplasia. In all analyzes, there were no significant differences between the types of lesions and their locations between G1 or G2. Tables 4 and 5 When considering the 13 hyperplastic lesions and serrated lesions (would be sessile serrated adenomas without dysplasia), the serrated lesions would total 41 (Table 6 ).
The statistical analysis, although without significance, indicated a trend of association between the location and the presence of serrated lesions.
DISCUSSION
The sessile serrated adenomas / polyps (SSA/Ps) predominate in the right colon 13 . They tend to be flat in the proximal colon (75%), 64% being bigger than 5mm, and 17% bigger than 10mm. The proximal hyperplastic polyps with more than 5mm could be classified as ser- In a Brazilian publication, it was shown that lesions larger than 1 cm tend to be pedunculated, with adenomatous component, and patients over 50 years of age are more likely to present sessile polyps in the proximal colon 18 .
In an American study with 2400 patients, 10% of diagnosed polyps were serrated. The right colon lesions, when compared by size, were more likely to be dysplastic 19 . In this study we diagnosed 41 serrated lesions in 166 mucosectomies' specimens (24.7%), 55 being lesions with atypia in G1 (94.8% ) and 98 in G2 (90.4%), with no statistical difference between the two groups.
In a Korean study of 47 proximal serrated lesions, 43 were slightly elevated lesions, and of these, nine were at high risk, two with dysplasia and seven with diameter greater than 10mm. The average size was 6mm 20 . In this study, 32
were slightly elevated lesions in G2, all with 1 cm or more in diameter, and four were high-grade IN or sm1 carcinomas. A Japanese research evaluated 141 serrated lesions, 107 being slightly elevated lesions, preferably in the right colon (81.8%), with an average size of 13 mm, with intramucosal carcinoma in 13.6% (3/22 SSA/Ps) 23 . In this study, considering the high degree IN as intramucosal carcinoma, we found three lesions of 27 sessile serrated adenomas (11.1%) and one sm1 carcinoma, which would total four carcinomas in 28 SSA/Ps (14 2%), with an average size of 14 mm, all in G2. 
IN= intraepithelial neoplasia
The submucosal invasion index for lateral spreading lesions with homogeneous surfaces is very low (< 2%), even in large lesions, while in those with mixed surfaces, with larger nodules, this ratio is higher (up to 7%) 24 . The two cases of carcinoma in this series occurred lesions with granular surface (1.5% of 133), one being serrated with 1 cm in G2, and the other non-serrated, with a 2.5 cm diameter in G1.
Sessile serrated adenomas and traditional sessile adenomas (TSA) have been considered precancerous neoplastic lesions and the hyperplastic polyp, void of malignant potential. However, one author considers the hyperplastic polyp with more than 1 cm also with malignant potential 24 . Sessile serrated adenomas with obvious dysplasia present, according to some authors, with an estimated higher probability to evolve to cancer than conventional adenomas (5.3% versus 2.2%).
The progression of sessile serrated adenoma to cancer would be faster than that of conventional adenomas. Progress to invasive carcinoma has already been shown to take place in eight months. The data suggest that the serrated sessile adenomas may be present for many years with few changes; however, they may rapidly progress to invasive carcinomas, even without dysplasia and with less than 10mm in diameter 25.26 .
New technologies can help to better distinguish hyperplastic lesions from the serrated and not serrated lesions and to determine the most adequate procedure to adopt in each case during colonoscopy 27.28 .
In recent years, serrated lesions were also included in the colonoscopy follow-up recommendation.
Nevertheless, it is not yet clear whether the size of 10mm -used to define conventional adenomas as advanced - should also be applied to serrated sessile adenomas 28 .
In conclusion, there were no significant differences between the endoscopic and histopathological aspects of superficially elevated lesions with more than 1cm in diameter resected by mucosectomy from the distal colon compared with the proximal one. Although not significant, there is a tendency to the association between the location of the lesion and the presence of serrated features. 
